Introduction
Prior to the 1960s, it was normal practice to admit mothers suffering from perinatal mental illness to an adult psychiatric setting. On admission, babies were routinely removed from their mother's care and placed in the care of family, friends or the local authority (Main 1958) . Within contemporary services, this practice is still evident with mothers and babies separated if there is no available bed on a mother and baby unit. The earliest recognition of the detrimental effects of this type of practice is evident within the literature from circa 1940. Indeed, it was suggested that the separation of a mother and her baby would adversely affect the developing relationship and reduce a woman's confidence in herself as a mother (Buist et al. 1990 ). Work by Rene Spitz (Spitz 1945) , Anna Freud and John Bowlby (Bowlby 1951 ) first informed psychiatrists of the detrimental effects of separating women from their children. These teachings influenced Main (Main 1958) in 1948 to agree to allow a woman patient at a psychiatric hospital (The Cassell Hospital, Surrey) to be admitted with her toddler son who had no one else to care for him. This event marked the first step towards the development of the 'Mother and Baby Unit' as we know it today. However, it was not until 1955 that the first woman suffering from puerperal psychosis was admitted with her baby to the Cassell Hospital Surrey. At this time, Main advocated the teachings of James Spence highlighting 'the twin dangers of separating mother and child, first, to the child, and second, but as fateful, to the mother's confidence in her future capacity as a mother' (Main 1958) . Contemporary developments in this area acknowledge the benefit of a joint admission of both Mother and baby for women who require hospitalisation for the treatment of perinatal mental illness (Bardon et al. 1968; Christl et al. 2014; Buist et al. 2004; Oates 2009 ). Indeed, evidence highlights the improved outcome for both mother and baby when a joint admission takes place (Christl et al. 2014; Glangeaud-Freudenthal et al. 2011) .
Perinatal mental illness is becoming a growing public concern. It is concerned with the emotional wellbeing of pregnant women, mothers and their child, partners and family. The disorders concerning perinatal mental illness include puerperal psychosis, severe depression and pathological anxiety disorders. Postpartum blues are a common but lesser manifestation of postpartum affective disturbance and are only relevant when this progresses to serious depressive illness by lasting longer than 2 weeks. Such illness could be a new occurrence or a relapse of a pre-existing mental illness. Perinatal depression and anxiety are common, with prevalence rates for both major and minor depression up to almost 20 % during pregnancy and the first 3 months postpartum (O'Hara and Wisner 2014). The incidence of postpartum psychosis is one or two per 1000 births (O'Hara and Wisner 2014). Women with a previous history of mental illness are more at risk of developing perinatal mental illness, particularly women with a history of bipolar disorder. These women are more at risk of developing both psychotic and non-psychotic episodes in the postpartum period (O'Hara and Wisner 2014). The majority of women who develop mental health problems during pregnancy or following delivery suffer from mild depressive illness, often with accompanying anxiety (Cantwell et al. 2011) . Such conditions are probably no more common than at other times. In contrast, the risk of developing a serious mental illness (bipolar disorder, other affective psychoses and severe depressive illness) is reduced during pregnancy but markedly elevated following childbirth, particularly during the first 3 months (Kendell et al. 1987) . These perinatal psychiatric disorders can impair a woman's function and are associated with suboptimal development of her child/children (Muzik and Borovska 2010; Stein et al. 2014; Waters et al. 2014; Previti et al. 2014; Patel et al. 2004) . A number of large scale research studies have been carried out in the UK (Salmon et al. 2003) , France (Glangeaud-Freudenthal 2004) , Belgium (Glangeaud-Freudenthal 2004) and Australia (Buist et al. 2004; Fisher et al. 2002) looking at socio-demographic and diagnostic information together with maternal and clinical outcome measures (Christl et al. 2014 ). These studies found that the most common diagnosis for women admitted to MBUs is major depressive disorder (18-51 %) with Psychotic disorders accounting for 21-42.8 % of admissions. However, this was dependent on the admission criteria for the units involved in the study (Christl et al. 2014; Buist et al. 1990; Buist et al. 2004; Glangeaud-Freudenthal 2004; Glangeaud-Freudenthal and Barnett 2004) . The studies also found that between 39 and 78 % of women admitted had a past history of mental illness (Christl et al. 2014; Buist et al. 1990 ).
Maternal mortality is a continuing global concern. Although maternal deaths have decreased from 11 per 100,000 women giving birth in 2006-20008 to 10 per 100,000 women giving birth in 2010-2012 (Knight et al. 2014) , maternal death due to psychiatric causes has increased from 0.57 per 100,000 maternities in 2006-2008 to 0.67 per 100,000 maternities in 2010-2012 (Knight et al. 2014) . Over half of women who die from suicide following pregnancy are described as older, married women in comfortable circumstances but with a previous psychiatric history who were well during their pregnancy (Cantwell et al. 2011) . There have been numerous Maternal Mortality Enquiries over the years, and these have lead national policy for Perinatal Mental Health in the UK (CEMACH 2007; Kendell et al. 1987; Cantwell et al. 2011; Oates 2009 ). These enquiries revealed that suicide in particular, and psychiatric causes of maternal death in general, are still a leading cause of maternal mortality (Oates 2009; Cantwell et al. 2011) .
Perinatal mental healthcare has changed dramatically over the past 60 years. Much research is still taking place exploring outcome measures for both mother and baby, for example, a recent study by Christl et al. (2014) found that joint admissions of mothers with their infants is highly beneficial in terms of clinical, functional and parenting outcomes (Christl et al. 2014) . Research is also focussing on the provision of perinatal mental health services globally. A study by Castroa et al. (2015) compared the Perinatal Mental Health services in the UK to that in Switzerland and found that many efforts have been made in order to provide excellent guidelines for organisation and clinical management of perinatal mental health services in the UK (Castroa et al. 2015) . However, the review highlighted that despite some improvements, perinatal mental health services remain uneven and concentrated in only a few areas of the UK (Castroa et al. 2015) . Perinatal mental health in the UK is currently managed by many different services, both those specifically designed to meet the needs of pregnant and postpartum women and their infants, and others that care for them as part of a general service ( 
Development of the Brockington MBU
The vision of those pioneering the perinatal mental health service in South Staffordshire was to develop a day service, community/outpatient and inpatient service to run alongside each other to allow for a continued service of care. The innovation of this service was to develop a service from nothing rather than adapting a service already in existence which was the general practice. At the time there was just a single lone worker (one specialist perinatal mental health nurse) working in the Burton area but no inpatient service or any form of coordinated or comprehensive service to speak of. The new inpatient service was to constitute a mother and baby unit to allow mothers suffering from severe perinatal mental illness to be admitted with their babies within their local area. Prior to the development of this new service, women from South Staffordshire who required admission to a mother and baby unit had to travel to Birmingham or Derby to receive this care. Essentially, the vision was to repatriate women back to their local area. Initially, the needs of the geographical area were determined and women at risk of developing psychosis and/or severe depression were identified through midwife led clinics. Those women assessed to be high risk were initially offered a community service through both pregnancy and the postnatal period. This involved intensive home treatment in union with the Home Treatment Team and interested catchment area consultants who knew the mothers already. A network of supportive colleagues and recovering mothers were then involved in developing a business case for an inpatient MBU, and their vision was presented to commissioners and stake holders. A potential building for the MBU was identified by 2005 on the St George's hospital grounds. This building was not fit for purpose as it had been designed as an elderly care ward and so was redesigned by the team to be appropriate for mothers and their new babies. This included a patient kitchen area for mothers to prepare food for their infant, a milk room, a dining area with a highchair facility to allow mothers to feed their child in an appropriate environment, a nursery and playroom. The nursery and playroom were required to allow a safe environment for young babies and infants to develop their cognitive and motor skills. When redesigning the service both physical and psychological aspects of service provision were considered. The team reflected on their experience of other MBUs they had visited and took the areas of these MBUs that were seen to be exemplary and built on this. Particular attention was paid to the design of both the nursery and a garden which was provided for by a substantial donation from the League of Friends. The garden was designed to cater for the needs of both adults and children with separate child friendly spaces. It was very important to have an environment that allows for the continued development of both the child and maternal skills of the mother. A local artist Mark Uttley designed paintings for the walls of the nursery and built and painted a wooden clock and bookcase which enhanced the environment of the nursery. This allowed the unit to have a more homely feel which was important for the psychological development of both mothers and babies.
Access to the Brockington MBU
The unit first opened on 5th February 2005 and was officially opened by Professor Emeritus Ian Brockington on 4th September 2006. Initially, there were four inpatient beds. For historical reasons, local commissioners requested that women resident in Stafford continue to be referred to Birmingham. The unit, however, continued to admit out of area patients, mainly from the Cheshire, Crewe, Macclesfield and Worcester areas. During this time a patient satisfaction audit was conducted which concluded that patients wanted to be admitted from South Stafford to a local service and commissioning approval was granted in 2006/2007. The numbers of beds commissioned have gradually increased from 4 in 2005 to 7 in 2015. Although funding for beds was previously dependent upon local commissioners, funding for all specialist beds now falls under NHS England which means that within the last few years, patients can be admitted to the Unit from anywhere in England.
Operational aspects of the service
The unit has led the way in the professional development of nursing staff and the first nurse prescriber in mental health in the UK; a principle member of the team successfully completed this training in 2003. They now have 3 nurse prescribers within the team. Screening of women at risk of developing perinatal mental illness is also at the forefront of the service. In 2008, a nurse-led Obstetric Mental Health liaison service was established in both Royal Shrewsbury Hospital and Princess Royal Hospital (Telford). This is a 1-day per fortnight clinic at both hospital sites. At the Obstetric Clinic, a Mental Health Nurse sees women during pregnancy and identifies those at risk of developing a mental health problem that may require treatment. Often, these women have a history of psychosis or severe depression. A Specialist Nurse Practitioner in the Liaison Mental Health Team is instrumental in training midwives and medical staff in the importance of mental health screening in pregnant women to identify risk factors and signs of postnatal depression (PND) and puerperal psychosis. This training is vital as it allows women to be appropriately supported and provides opportunity for the prevention of depression via early intervention of mental health services. The negative impact of perinatal mental illness on the emotional and behavioural development of the child is well documented (Murray and Cooper 1997) . The risk of antenatal distress, depression and anxiety on infant outcomes is an emerging field but has well-documented links to increased psychological and developmental disturbances in children (Brand and Brennan 2009; Stein et al. 2014) . It is therefore vital to screen all pregnant women for the risk of developing postnatal depression and for mental health services to intervene early to reduce this risk.
The physical health needs of women following parturition are often complex. Some women are postoperative and many are drug naïve. In order to ensure women's physical health needs are effectively supported, in 2009, the In-patient Physical Health Assessment Form was implemented. This gives clinical structure to the junior medical staff in the team by facilitating good monitoring of health. Education regarding the safe use of contraception and the sexual health needs of women in their care has also been addressed through 'Clinic in a Box'. This is an outreach contraceptive service provided by a sexual health nurse. This provides sexual health advice, health promotion and clinical services. The sexual health nurse together with the units nursing team reinforces the importance of contraception at this time to all mothers. In order to ensure an active programme of activities on the inpatient MBU, a 'Therapeutic Activities Coordinator/ward sister' was appointed in 2009. This full time post ensured a daily programme of activities for inpatients and their babies. The work has included visits by an art therapist, sessions of yoga, a visiting PAT dog, speakers from Women's Aid and Social Services as well as individual therapeutic work and services for partners.
Advancement of the Brockington MBU today
In line with contemporary advancement in mental health provision, the service has evolved and currently features a multidisciplinary team including the addition of an Occupational Therapist and Psychotherapist. This multidisciplinary approach facilitates a holistic view of treatment and care using a biopsychosocial and spiritual model. Many of the staff are involved with complimentary therapy, therapeutic group work and art projects. Cognitive behavioural therapy (CBT) will soon be available to inpatient mothers through a nurse-led CBT service. As a team, the staff consider the service to be their 'innovation', it was 'created' by them and they develop and improve the service each year. Currently, the unit is staffed by a multidisciplinary team as demonstrated in the table below (Table 1) .
Evaluation and assessment
The unit is peer reviewed annually by the Perinatal Quality Network (RC Psych) to ensure they maintain their 'excellent' standards of care. They also have annual reviews via staff and service user feedback together with regular feedback from the Trust Patient and Liaison Advisory Service (PALS). Recommendations from these reviews have been developed year on year. Evaluation results have given positive feedback regarding the staff, admission process, provision of information, ward environment and activities provided. Staffing levels and particularly improvement of permanent staffing levels were often brought up as areas needing improvement and this 
Analysis of the Brockington MBU
For the purpose of this paper, we were interested in looking at the geographical distribution of patients to the unit when it was first opened and more recently to determine if the geographical area has changed at all. These results are represented in graph format in Fig. 1 2005-2006-5 patients, 2014-2015-12 patients) , Shropshire (2005 Shropshire ( -2006 Shropshire ( -6 patients, 2014 Shropshire ( -2015 and Telford and Wrekin (2005 -2006 -2 patients, 2014 -2015 patients) also admit patients to the unit. In 2005-2006, most other patients came from the West Midlands area whereas in 2014-2015, this geographical area increased significantly with patients being admitted from all over the UK. This demonstrates a large geographical area from which patients are admitted to Brockington MBU and the changes since funding from NHS England were implemented. NHS England funding has allowed the geographical area to increase rapidly. Patients are no longer only admitted from the West Midlands area but from across England. Over the past 10 years, the unit has admitted over 450 mothers with a range of diagnoses from puerperal psychosis, severe depression and pathological anxiety disorders. The number of admissions has increased steadily. The graph below (Fig. 2) shows the number of mothers admitted with their babies over the past 10 years. Apart from a small reduction in 2009, the numbers of admissions has steadily increased. The number of beds available has also increased steadily from 4 in 2005 to 7 in 2014. This has allowed for more mothers to be admitted. With only 4 beds in 2005, 26 mothers were admitted with their babies; however, the increase to 7 beds saw 61 mothers and their babies admitted in 2014.
It has been noted that patients in North Stafford have the most integrated care. They have access to a 7-day per week day service and also have direct access to inpatient care at the unit. This access is linked, so they will see the same consultant as an inpatient and in the day service. A review of the service in North Stafford is currently being undertaken entitled 'Charles Street Parent and Baby Day Unit; personal reflections-and a celebration of the early years in North Staffordshire (1986) (1987) (1988) (1989) (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) ' by Professor Emeritus John Cox. Professor Cox was instrumental in developing the mother and baby day unit, in Tunstall in 1986. The unit now resides at Broad Street, Hanley.
Discussion and conclusion
The South Staffordshire Healthcare NHS Trust became a Foundation Trust in 2006 as one of the first three mental health and learning disability trusts to gain foundation trust status in England. It subsequently joined forces with Shropshire County Primary Care Trust's mental health and learning disability services in 2007 to become the South Staffordshire and Shropshire Healthcare NHS Foundation Trust. In 2005-2006, one third (63 % of patients) were admitted from the SSSFT area, with 37 % of patients being admitted from elsewhere in the West Midlands (Fig. 1) . However, in 2014-2015, 53 % of patients were admitted from the SSSFT area with 47 % being admitted from elsewhere in the UK. The geographical area for current admissions covers the whole of England and patients have been admitted from as far afield as Somerset to Merseyside (Fig. 1) . More women are now admitted out of area due to the funding status of the unit. Local commissioners no longer fund the unit and NHS England who now fund all specialist beds allow for this shift in geographical admission patterns.
The number of admissions to the unit has increased over the past 10 years, and this has allowed for the growth of the unit from 4 beds to 7 beds. It is possible that the average length of stay has affected these results as it was normal practice for women to stay for a longer period of time 10 years ago than it is now. However, the number of beds has also increased allowing for an increase in patient admission also. The team has grown with the unit and now a multidisciplinary team of 27 core staff provides a community and inpatient service. A multidisciplinary team approach is seen to ensure a competent workforce with the skills and knowledge to deliver specialised, high-quality services to patients (Slade et al. 1995; Ndoro 2014) . Multidisciplinary working can take many forms but involves collaboration with professionals from different disciplines that pool their knowledge together in an independent manner in order to achieve the same goal of providing high-quality care (Ndoro 2014; Slade et al. 1995) . The team strives to provide a safe and secure environment and continues to review the skill mix of the unit and the broader team.
The unit holds an annual Motherhood and Mental Health Day which attracts expert speakers in the field from all over the world. This year hosts the 9th conference. This multidisciplinary conference is run 'at cost' with pro bono places for service users, third sector workers and students. With 100 delegates each year, this has become a prestigious conference in the Trust calendar. This conference is accessible to anyone with an interest in maternal mental health.
The unit is hoping to participate in more research activities and is actively supporting perinatal research within the Trust. The unit identified research as a gap in its service and having concentrated on clinical service development is now able to extend the research portfolio of the unit. The Brockington Mother and Baby Unit will always endeavour to maintain its service evaluation and improvement plans.
The Brockington MBU is seen as a leading MBU in the country and continues to strive for excellence.
